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Volume 54, Number 5 Abstracts 1547lesion were used in thirteen patients (14%). Major complication rate was 4%,
with a 30-day mortality rate of 0%. Iliac artery rupture in 2 (operative repair
1, prolonged balloon inflation 1), rupture of infected iliac pseudoaneurysm
1 (operative repair) and distal embolization to tibioperoneal trunk 1 (TPA
infusion). Access related complications (3%) included brachial artery occlu-
sion 1, groin hematoma 1, and femoral artery thrombus in 1 patient.
One patient with critical limb ischemia had BKA secondary to infection
at 6 month and another patient had AKA following repair of ruptured iliac
pseudoaneurysm at three month follow up.
Conclusion: Our results demonstrate that iliac stenting for common
and external iliac occlusions can be performed safely and effectively with
acceptable primary patency and excellent secondary patency. Definitive
recommendations for combined common and external iliac artery occlusions
will require larger case series.
Table I. Primary and secondary patency of iliac stenting for iliac
occlusions.
Common iliac
artery
occlusions
(n  50)
External iliac
artery
occlusions
(n  36)
Combined common
and external iliac
artery occlusions
(n  10)
Primary patency
(54 months)
78% 72% 75%
Secondary patency
(54 months)
94% 88% 90%
Table II. Patients’ demography and risk factors in 96 successfully treated
patients
Variable Number (%)
Men 51 (53%)
Diabetes mellitus 26 (27%)
Hyperlipidemia 55 (57%)
Coronary artery disease 53 (55%)
Hypertension 76 (79%)
Renal Failure (eGFR 50) 10 (10%)
Nicotine abuse 82 (85%)
Mean age 62  12 years
Endovascular Recanalization of Total Occlusions of the Mesenteric
Arteries
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Timothy F. Kresowik, Jamal J. Hoballah, MD, William J. Sharp, MD, Sur-
gery, University of Iowa College of Medicine, Iowa City, Iowa
Objective: Evaluate our experience with the endovascular treatment of
total occlusions (TO) of the mesenteric and celiac arteries.
Patients and Methods: We treated 13 lesions in 12 patients with
symptomatic TO of the mesenteric arteries (6 males, age 71  10 yrs). The
presentation was acute in two patients, acute on chronic in 5 and chronic in
4. The initial approach was transfemoral in 9 patients, and transbrachial in 4.
The approach was converted to brachial after failure of the tranfemoral
approach in 4 patients. Treated vessel was SMA in 11 and Celiac artery in 2.
Mean occlusion length was 3.2  .8 cm. Heavy calcification of the main
artery trunk were present in 10 lesions. Associated calcified aortic plaque was
present in 8 occlusions. A stump (1 mm projection beyond the aortic lumen
at he expected level of the occlusion was identified in 10 occlusions on CT
and/or angiography.
Results: Technical success was achieved in 12 procedures (92%). The
majority of occlusions could be crossed intraluminally. The single-most
important prerequisite for recanalization of ostial TO was proper localiza-
tion of the true stump, stable catheter tip position for subsequent negotia-
tion of the stenosis which is function of access approach and catheter curve,
and lastly the traversal route (intraluminal vs subintimal). Subintimal recan-
alization is less advised in severely diseased vessels. Complications included
brachial artery thombosis/hematoma necessitating exploration and repair
(3). Clinical improvement was noted in all patients. Delayed instent reste-
nosis developed in three patients, including one who had subintimal recan-
alization of a long-occlusion who developed restenosis of the lumen distal to
the stent due to a chronic dissection. Recurrences were treated with cutting
balloon angioplasty or restenting.
Conclusion: Endovascular recanalization of mesenteric arterial occlu-
sion is feasible and highly successful provided careful planing is used. CT and
good quality fixed lateral fluoroscopy were crucial for the localization of the
stump and to plan the level of probing on angiography during the recanali-
zation procedure.
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murgical Removal of Inferior Vena Cava Filters With Caval Perforation
r Contra-Indication to Percutaneous Retrieval: Case Series
lay Quint, MD, Sean Lyden, MD, Daniel Clair, MD, Rebecca Kelso,
D, Vascular Surgery, Cleveland Clinic Foundation, Cleveland, Ohio
Objectives:We recently had a patient with resolution of abdominal and
ack pain after open filter inferior vena cava (IVC) removal with strut
erforation of the cava. We sought to identify patients with open IVC
emoval and evaluate indications for surgery, describe operative techniques,
nd review outcomes.
Methods: After IRB approval, we reviewed operative reports and
ospital charts from 2005-2011, searching CPT codes for foreign body
emoval (37203) and reconstruction of vena cava (34502).
Results: Four cases of open removal of IVC filters were identified. All
atients were female from 30-45 years old. Three had pain of unexplained
tiology and filter struts penetrating the cava. Two had failed percutaneous
etrieval. One had a tumor involving the IVC and suprarenal filter after
ulmonary embolism. The indication for implantation of IVC filters were
VT with progression while on anticoagulation in three patients. The types
f filters removed were 1 Greenfield, 2 Bard, and 1 Celect filter. Removal
echniques included laparotomy: two cases had primary caval repair, one case
nvolved a percutaneous approach after cutting away the struts, and one case
with sarcoma) had IVC resection and PTFE graft replacement. The length
f stay was 9 6 days, and there were no mortalities. All three symptomatic
atients that presented with struts penetrating the cava had resolution of
ain.
Conclusions: Patients with pain after IVC filter placement should be
valuated for strut perforation of the cava. If percutaneous removal is not
ossible, open removal can be accomplished with minimal morbidity and
ay resolve pain.
ortoduodenal Fistula Following EVAR
enjamin B. Lind, MD, Chad Jacobs, MD, Cardiovascular and Thoracic
urgery, Rush University Medical Center, Chicago, Ill
Objectives:We describe diagnosis and management of aortoduodenal
stula following EVAR.
Methods: Review of this case, as well as review basic principles regard-
ng aortoduodenal fistulas.
Results: A 66 year old male with history of MI, ESRD, gastric
eoplasm, perforated diverticulitis with Hartman’s and ostomy reversal, and
VAR with Gore Excluder was evaluated for GI bleeding. Endoscopy was
erformed, showing a large, friable mass in the duodenum. A CT scan was
erformed and active bleeding was identified in the excluded sac as well as
erigraft air. The patient was taken to the operating room and an axillary-
ifemoral bypass graft was performed. Infrarenal aortic and iliac control was
btained. A fistula between the excluded aneurysm sac and the 3rd portion
f the duodenum was identified and divided. The fistula was not in contact
ith any portion of the stentgraft. The stentgraft was removed, the aorta was
versewn, and the duodenum was repaired. A patent lumbar was ligated.
astrostomy and jejunostomy tubes were placed and the abdomen closed.
he patient was extubated on postoperative day #2. He experienced further
I bleeding from gastric ulcers, which resolved with PPIs. He was dis-
harged to a physical rehabilitation facility. Final cultures revealed growth of
nterococcus faecium from the stentgraft. The EGD biopsy showed no
alignancy. Aortoenteric fistula after aortic replacement occurs in approxi-
ately 0.36% of cases; primary AEF is also rare, with less than 300 reported
ases in the literature. This case appears to represent a primary AEF, as no
ortion of the stentgraft was in contact with the fistula. This patient’s
revious perforated diverticulitis was probably the source of aortic bacterial
ontamination. In a literature review, patients who fared best were hemo-
ynamically stable and first underwent extraanatomic bypass grafting, fol-
owed by graft removal. In the unstable patient, the graft is excised and the
Fig.ower extremities are examined. If the patient is stable, extraanatomic bypass
ay then be undertaken.
